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BACKGROUND

The International Eye Foundation (IEF), a non-profit private voluntary organization (PVO) based
in the U.S., has a long history of assistance to the health sector in Malawi. IEF frrst started
working in Malawi in the early 1970’s, fielding ophthalmologists to establish and deliver
ophthalmological services in the southern region of the country. Support for vitamin A distribution
was also part of this assistance.

In the late 1980’s, IEF received funding from A.I.D./Washington to implement a two-year (1989-
1991) pilot program for community-based vitamin A distribution in rural Chikwawa and Nsanje
Districts. The project worked in forty-five villages and distributed vitamin A capsules and
information on a campaign basis. An evaluation of that project (3) found that the use of village
volunteers to promote vitamin A supplementation was successful, although stronger health
education services would have contributed to even grater success. The campaign approach was
found to not be sustainable.

The “Vitamin A for Child Survival Project”, the focus of this evaluation, is also funded by
A.I.D./Washington  and is a three-year (1991-1994) follow-on effort building on the experiences of
the first pilot project. the Vitamin A for Child Survival Project expands both the number of
interventions to be delivered as well as the size of the population to be targeted. This project
works in nearly 400 villages in Chikwawa District’, promotes a wide range of child survival
services and collaborates closely with all MOH services in the district.

At the time of this mid-term evaluation, the project had been operational for 21 months, since
January 1992, although funding was available from September 1991. Project implementation was
delayed for four months until January 1992 because a no-cost extension (through December 1991)
was granted to the previous project. Approximately ten months remain until the FYoject  Assistance
Completion Date (PACD) which is scheduled for August 1994. At the PACD, the project will
have been implemented for only 31 months, not the 36 months usually allocated for child survival
projects.

This evaluation report documents the accomplishments and achievements of the IEF/Malawi
Vitamin A for Child Survival Project in thus far achieving its objectives, as well as to recommend
areas of improvements or further attention. The organization of the following discussion follows
the outline and questions set forth in the ” 1993 FHA/PVC Child Survival Mid-Term Evaluation

’ Chikwawa District, situated in the southern tip of Halawi  in the Lower Shire Valley, is famous for
its high temperatures and dry climate. An estimated 400,000 people live in the district, of which 22
percent are women of child bearing age and 21 percent are children under five years of age. Infant
mortality is higher in the district than for the nation as a whole (174 in the district vs. 151 in Walawi).
Water is generally a problem for the area, and only half the population have access to potable water

,supplies  and sanitation facilities (8).
I
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Guidelines” developed in A.I.D./Washington.

The evaluation team was comprised of one IEF/US  representative (J. Brown), an external evaluator
(M.P. Selvaggio), five IEF/Malawi staff (H. Chikhosi, R. Mmanga, M. Alifinali, H. Kalivina, and
R. Berger), one representative from the regional office  of the Ministry of Health (M. Bokosi) and a
representative from Project HOPE (H. Gondwe), another PVO working in Malawi. The full
names and titles of these individuals are found in Annex B. The team conducted interviews with
IEF field staff, mothers from targeted communities, community representatives, project-supported
Health Surveillance Assistants and Village Health Volunteers, znd representatives from MOH
health centers. In addition, information for this report was also obtained from project documents,
from interviews with district and regional MOH staff, and from interviews with ADRA (a
collaborating NGO). In-country interviews and data collection took place between 17 and 31
October 1993.
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EXECUTIVE! SUMMARY

The IEF/Malawi Vitamin A for Child Survival Project was evaluated in October 1993 by a group
of external and project personnel. The project, operational for 21 months at the time of the
evaluation, was present in nine (of eleven total) health catchment areas of Chikwawa District and
had established a village-level health infrastructure where none previously existed. This
infrastructure, comprised of personnel, commodities (vitamin A, ORS, and condoms), and
information for child survival is credited with extending critical child survival services to a needy
and vulnerable population. The village-level health infrastructure was also designed to compliment
the services provided by the MOH at its clinics and rural hospitals in the district.

Of many notable project accomplishments, IEF is highly recognized throughout Malawi for
successfully establishing commodity distribution at the community level, making it a leader in
village-level health promotion. The establishment of this community-based supply system appears
to have contributed to an increased demand for ORS, vitamin A and condoms. IEF is also
regarded as a leader in Malawi for having fostered effective and vital NGO-NC0  and NGO-GOM
collaboration where little or no collaboration earlier existed. Finally, IEF staff and project
consultants have conducted considerable scientific research (on breastfeeding, vitamin A, use of
volunteers in village health programs, eye disorders and blindness, and the extent of malnutrition
during drought) which has strengthened the project itself and has assisted the Malawian MOH in
their policy making efforts.

In the coming year, the project needs to strengthen its IEC efforts at the community level to return
to the strong IEC emphasis of the project as presented in project proposal and DIP. The use of
alternative RX materials or modalities (radio, drama, group sessions) should be explored to
compliment the present emphasis on one-on-one talks. Other recommendations for the remainder
of the project concern the need to provide project management staff and HSAs with supervisory
training, and revising the project’s information system to include data on IEC and commodity
flows.
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1. ACCOMPIXGEMENTS

The IEF/MaJawi  “Vitamin A for Child Survival Project” has been operational for 21 months,
since January 1992. Table 1 provides a summary of the numerous inputs which have been
financed by the project, and the measurable outputs which have occurred as a result of
project efforts.

IEF has established its program in nine of 11 targeted catchment areas in the district. In the
nine areas where IEF is currently operating, an estimated 70% of women and children (or an
estimated 127,ooO  of total project target of 222,000) are now believed to be beneficiaries of
some or all project inputs and outputs.

To date, the most significant project achievement has been the establishment of a strong
village-level distribution system for vitamin A and ORS. In each and every interview
conducted during this evaluation -- whether with mothers, community leaders, Ministry of
Health staff, or other NGO representatives -- the distribution of vitamin A and ORS was
mentioned as the single most effective and successful project activity. As condom
distribution has recently been added to the project, it is expected that this wiIl  also prove to
be successful in the coming months. As a result of establishing this community-based supply
system, the project appears to have contributed to an increased demand for ORS, vitamin A
and condoms.

Another project accomplishment is the training and deployment of more than 500 health care
staff (volunteers and health surveillance assistants [HSAs] for the delivery of health education
and commodity services at the community level. These individuals are providing
information, education, commodities and referral services to village residents where little
outreach had previously occurred. MOH health personnel working in the district (less active
at the village level due to transportation constraints) were particularly satisfied with the
referrals made by project volunteers, as well as the information sharing which takes place
between village-level IEF personnel and their facilities. The success of the recently launched
AIDS control activities a the village level (condom distribution and AIDS education) is a
result of this deployment.

IEF is also to be credited for facilitating the development of a national vitamin A policy.
Until IEF’s  involvement, the MOH protocol for vitamin A supplementation was not fully
understood or effectively implemented. Following the visit of a project-sponsored consultant
from Helen Keller International (HKWITAP)  who examined the use of vitamin A in drought
relief programs, a national vitamin A policy was prepared (with IEF collaboration with
UNICEF) and has been distributed nationwide.
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Table 1
IEFlMalawi  Vitamin A for Child Survival Project: Mid-Term Evaluation

MEASURABLE INPUTS, OUTPUTS, AND OUTCOMES (as of October 1993)

lHPOTS**
(estimated total cost: $ 516,000)

XPATRIATE  STAFF
21 person-aonths)

Functioning comdity
distribution system in place
at village level.

1ECNNICAI,  ASSISTANCE
132 person weeks short-term)

XliL  STAFF
(80 pm Technical Support; 105 pu
idministrative  Support: 42 pm Peace
Corps  Volunteers; 216 pl HSA support)

126  couunity  oriented
.ndividuals  trained in basic
‘HC services delivery
volunteers, HSAs,  cornunity
.eaders)  .

RAINING
(46 pm for 22 HZ&;  160 pm for 505
village health volunteers: 300 pa for
3000 village health comittee  members;
9 pm for other non-IEF health workers;
2.5 pm for IEF staff development)

$3 IfOH Nurses and Wedical
issistants  trained in
exclusive  Breasffeeding (38
tt district level + 20 at
regional  level)

REHABILITATIOH  of Chikwawa Office and
House bisted with development of

3 national vitanin A policy.
SiJRVEYSfRESEARCN:  1 Baseline IW; 3
Rutrition  Surveys for Drouqht
#onitoring;  participation in 4 other
nutrition surveys; technical support
given for 6 other surveys: focus groups
with HOH  staff and rothers  on
breastfeeding.

Assisted with development of
vitanin A poster  for national
distribution (but printing
not yet completed).

COMMODITIES: 220,0@3  Capsules Vitarin Publication of a nationally-
A; 3 Vehicles, 12 motorcycles,  and 10 distributed newsletter issue
bicycles (for HSAs) on exclusive breastfeedinq.

Office Eurniture:  (desks/chairs for 9
IEF staff and 14 HSAss;  1 photocopier: 1
fax machine )

Computer equipment: (2 PCS,  2 printers)
Inputs refer only to the resources prov d by A.I.D. and IEF and do no

Zm~~es  in morbidity  and
mortality not yet
msible to measure.

I

,eflect  the MOH’s  m-kind contribution
to the project (mostly staff salaries) or contributions by other donors such as UNICEF and EEC for related health
activities.

I .
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A fourth accomplishment is project’s role in promoting exclusive breastfeeding in Malawi. IEF
undertook a series of investigations (analyzing baseline data, conducting focus groups, and
sponsoring an infant feeding consultant from Wellstart International) to document the extent of poor
feeding practices. Through this process, IEF noted that MOH personnel at the clinic level were
significantly contributing to poor feeding practices through detrimental advice they were offering to
mothers of newborns. IEF launched an intensive training effort aimed at MOH staff as well as
providing IEC at the community level. IEF also wrote an entire issue of a local health newsletter
(EPI Bulletin) devoted to the topic of breastfeeding. This newsletter is distributed nationwide to all
health officials in the public and private sector. While the full impact of IEF’s efforts in
promoting exclusive breastfeeding will not be known until the end of the project, lEF is credited
with stimulating broad awareness of the need for improved infant feeding in Malawi.

A fifth project accomplishment is the IEF’s contribution to developing nutritional assessment skills
among MOH and NGO staff at regional and district level. This occurred in the early months of the
drought when it became clear that there was no effective mechanism for targeting food and other
drought relief services to the most vulnerable populations. IEF took the lead iu training
government and NGO staff in nutritional assessment. This data was then used for broad ranging
drought relief interventions.

The project director and the project ophthamologist have directed considerable effort toward the
publication of numerous scientific articles related to the project (see Annex I-I). These have
concerned the role of village health volunteers, malnutrition during drought, and studies related to
eye dixases and disorders. The on-going studies of village health  volunteers have been supported
by the Malawian MOH and other NGOs,  such as ADRA, Project HOPE, and Save the Children
@JO

Finally, largely as a result of IEF’s work on drought and breastfeeding issues, a significant
accomplishment is the establishment of productive working relationships with the regional MOH,
district MOH, and other NGOs  working in the soutkm region of Malawi. As a result of the
considerable efforts of the country director, IEF has been very instrumental in establishing an
effective forum for NGUMOH collaboration which did not exist prior to this project, but which
were initially established to coordinate drought response. Now, regular meetings are now held
between the MOH and all NGOs working in the he&h sector in southern Malawi and these
meetings have evolved from a focus on drought relief to general development. The country
director, in coordination with the Regional Health Officer, coordinates and manages the MOH-
NGO collaboration sets the agenda of these meetings. The country director’s strong leadership role
has contributed to enhanced NGO-MOH  relations throughout the region.
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2. RELEVANCE TO CHILD SURVIVAL PROBLEMS

“Relevance” refers to the appropriateness of interventions given the needs of the beneficiary
population. A.I.D./CDIE  states that to be relevant in health terms, a program or project should
allocate its resources in proportion to the seriousness of the varied health problems affecting the
population.

In Malawi, the leading causes of both morbidity and mortality among hostpitalized inpatients and
outpatients are malaria, respiratory infections, undernutrition, AIDS, diarrheal diseases, and anemia
(1). In Chikwawa District, the main causes of morbidity among children are: malaria, diarrhea,
and upper respiratory infections (8). The absence of adequate water supplies contributes greatly to
the very high prevalence of water-borne diseases. An estimated 30 percent of all children are
underweight. The main causes of child mortality, however, are: malnutrition and anemia, AIDS-
related complaints, and malaria (8).

For all health  problems, women and children are the most vulnerable groups in the country.
Although physical accessibility to health services is not a constraint in Malawi, as most Malawians
live within 8km of a health facility, most MOH services are limited and lack effective outreach into
their communities.

IEF presented its proposed technical approach to address these health problems in both the Project
Proposal (4) and the Detailed Implementation Plan (DIP)(S). The project is designed to build a
service delivery infmshucture at the village level which complements Ministq  of Health services
and which can be easily integrated into MOH structures for sustained program impact. The project
also aims to increase demand for child survival services through directly involving and supporting
volunteers and village health committees. This project consists of: (1) promoting utilization of
certain MOH services (EPI and primary eye care); (2) delivering key commodities at the
community level (vitamin A, ORS, and condoms); and (3) educating the general public on healthy
practices to promote child survival (breastfeeding/weaning,  basic hygiene, and HIV/AIDS). The
MOH is generally not providing these services at village level.

As presented in the project proposal and DIP, the mix of IEF project interventions is appropriate
for meeting the common health problems in Chikwawa District. EgI coverage is monitored
through a household register, and mothers are encouraged to take their children for vaccinations at
the appropriate time. IEF HSAs also assist MOH staff in delivering immunizations in under-five
clinics. Control of diarrheal  Dow is addressed through distribution of ORS packets to diarrhea
patients, and in hygiene/sanitation education. Construction of water supplies is not a component of
this project, because other organizations are involved in this. Improved child nutrition is promoted
through vitamin A supplementation, educating mothers on exclusive breastfeeding, and
demonstrating how to prepare appropriate weaning foods. FIN/AIDS control is addressed through
distribution of condoms at village-level and IEC on AIDS for village residents and traditional

I
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Table 2
IEF Vitamin A for Child Survival Project

Mid-Term Evaluation
PLANNED, ACTUAL, AND TARGETED ALLOCATION OF A.I.D. RESOURCES

INTERVENTION

PLANRED  use of
A.I.D. funds
(percent)

June 1992 (DIP)

ACTUAL use (by REVISED TARGETED
rid-term) of use of A.I.D.
A.I.D. funds funds by PACD
(perceW (percent)

October 1993 September 1994

TOTAL I loo  % I 100 % I 100 %

healer?. Primarv  eve care is addressed through distribution of vitamin A, education on face
washing, and referraIs  to MOH for eye infections and injuries.

“Relevance” also refers to the appropriateness of the strategies employed to improve health status.

’ IEP has also received additional funding totallinq Kl60,OOO  (or approximately $38,000 at current
exchange rates) fror UNICEF, Action Aid, and the EEC to implement complementary HIV/AIDS activities in
Chikwawa. These supplemental funds are used for educating qroups which are outside the focus of this child
survival project (i.e. bar girls, youth, sole  traditional couunity leaders, horecraft extension workers),
and for developing peer educator programs.

‘1
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The project is designed to work closely and collaboratively with all Ministry of Health structures
and personnel in order to enhance future sustainability of project activities. This is relevant, given
the limited resources available to the district. In addition, the project’s focus on village-level
personnel (health committees and volunteers) to increase accessibility to health information and
basic services is also relevant.

Table 2 above presents the planned allocation of A.1 .D. contributions (as presented in the project
DIP) compared to the actual allocation to date and the targeted allocation by the end of the project.
The slight differences between planned and actualkargeted allocation of project resources are
attributed to an overstatement of maternal nutrition activities in the DIP,  and the fact that EPI
coverage was already  quite high in Malawi at the start of the project. Thus, slightly greater
emphasis is given in the project to HIV/AIDS interventions, and breastfeeding/weaninganing

“Effectiveness” refers to the extent to which services are reaching the intended beneficiaries.
Effectiveness has two dimensions -- coverage of services (a quantitative measure of project
performance) and quality  of services (how well the services meet the needs of the beneficiaries).

3 . 1  CoveraPe

At the time of this evaluation, coverage information was available from the project’s information
system for vitamin A capsule distribution and EPI services. Among children between 12 and 23
months, EPI coverage has increased from 67 percent at baseline to 70.8 percent at mid-term.
Among children 6 months to 6 years of age, vitamin A supplementation increased from 13.9
percent at the baseline to 72 percent at mid-term, exceeding the end-of-project target of 60 percent
for this intervention. Coverage rates for other project interventions will be measured at the end of
the project.

In terms of general project activities, IEF is now operating in nine of eleven targeted catchment
areas in the district. In the project’s final year, IEF plans to include the remaining two catchment
areas in the program by training HSAs, village health committees and volunteers to establish
services there. However, the evaluation team recommends that IEF not invest further effort into
this expansion because these areas will have less than nine months of support from IEF before the
end of the project. Rather, IEF should spend the coming year focusing on strengthening the
quality of services being delivered in the nine catchment areas where the project is operating.
While this recommendation undoubtedly means that the overall beneficiary target will not be met,
the chances for sustainability in those catchment areas where the project is established will be
greatly enhanced if strengthening existing operations is given priority.
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Overall project implementation has been slower than expected, particularly in year  one. This is
largely attributed to: (1) a four-month postponement in project start-up (from September 1991 to
January 1992) due to a no-cost extension through December 1991 which was given to the previous
project; (2) the prolonged 1991-92 drought which severely affected Chiksvawa District and
generally all countries in southern Africa; and (3) the unstable political situation in the country.
The four-month postponement in project start-up contributed to implementation delays in the first
yea.?. The drought diverted the attention of project volunteers away from implementation of
project activities at village level to attending to their own survival. This had the effect of delaying
and postponing many village-level activities until the drought had passed. The drought also
prompted many PVOs, including IEF, to undertake nutritional assessments to target food relief and
to construct water points -- activities which became priorities and thereby delaying the
implementation of other child survival interventions in the project. The issue of political instability
and its role in slowing project implementation is further discussed in section 4 below, “Relevance
to Development”. These factors will affect the project’s ability to successfully achieve all of the
project objectives.

3.2 Q u a l i t y

For those project components which are being fully implemented, such as commodity distribution,
the quality of service delivery is good. Vitamin A and ORS are in good supply and rarely suffer
from stockouts. “Market penetration” of the commodities to the targeted communities is good.
The project needs, however, to more closely monitor the flow of commodities at the village level,
with stock control sheets or a simiIar  system.

It was not possible to assess the quality of those project components which are not fully
implemented (such as IEC, condom distribution, and primary eye care). The absence of an IEC
strategy or system to ensure quality control of messages being disseminated may be affecting the
quality of all IEC activities in the project- Section 5.3 below, “Community Education and Social
Promotion” more thoroughly discusses how IEC can be improved in the project.

4. JXELEYANCE  TO DEVELOPMENT

There are numerous community barriers to the successful implementation of project objectives and
the successful improvement of child health. The most profound of these is Malawi’s current
transition from an authoritarian government to a more democratic system which has created great
political instability in the country. Now, with the sense of liberation which has accompanied

’ This means  that the project will only be implemented over a thirty-two month  period, rather than the
full  three years nonally allocated to NGO health projects, and that the project  my have difficulty in
fully reaching its objectives in this reduced lenqtb  of time.

I
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political change, many communities are now less willing to commit to voluntary activities,
preferring instead to attend to their own economic survival (unless compensated for any or all
activities related to community development).

For JJZF, this has meant that village-level mobilization has become increasingly difficult. The task
of motivating volunteer participation (both for village health volunteers [VHVs]  and village health
committees pVHCs])  is complicated by some communities’ resistance to holding community
meetings and VHV and VHC ever-increasing requests for salaries or compensation for any project
related work. While lEF staff report that poor community spirit affects only 30 percent of villages
in the project, the problem couId  grow further and this could affect the project’s ability to reach
broad coverage of all its objectives.

Another comnmnity constraint is widespread illiteracy which makes educating mothers difficult and
which contributes to lower health status among children. Poverty also contributes to difficulties in
changing mother’s knowledge and behaviors, since insufficient resources impact heavily on the
family’s ability to adopt recommended practices. Finally, a deeply rooted cultural preference for
traditional medicine over modem health care constrains the ability of the project to promote greater
utilization of MOH and village-level child survival services.

5. DESIGN AND IMPLEMENTATION

5 . 1  Desia

The project is designed to establish a village-level health infmshucture (defined as persoMe1,
commodities, and information) in eleven MOH catchment areas in Chikwawa District. The village-
level infrastructure complements the Ministry’s infixtmcture  which typically does not extend
beyond the health center of the catchment area. Therefore, the project is designed to establish
outreach and services to the village level.

The DIP indicates that the project will begin in three catchment areas and enter the remaining eight
areas in a phased manner  during the first, second, and third  years of operation. There has been no
change to this plan, and indeed the project is largely being implemented as it was designed, albeit
with some delays in implementation. A goal in project design was to scale up from a pilot project
focusing on a limited geographical area (only 45 villages) and providing limited services (only
vitamin A and ORS) to a district-wide project delivering many more interventions. The belief by
some IEF staff that the project now may have “too much on its plate” indicates that the project may
have been too ambitious in its design or that management systems are needed to ensure efficient
and effective implementation of project activities. In addition, some of the project’s difficulties in
implementation are explained by numerous environmental, political and cultural constraints
discussed above.

,
I .
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Another community constraint is widespread illiteracy which makes educating mothers difficult  and
which contributes to lower health status among children. Poverty also contributes to difficulties in
changing mother’s knowledge and behaviors, since insufficient resources impact heavily on the
family’s ability to adopt recommended practices. Finally, a deeply rooted cultural preference for
traditional medicine over modem health care constrains the ability of the project to promote greater
utilization of MOH and village-level child survival services.

5.1 DesiPn

The project is designed to establish a village-level health S-astructure (defined as personnel,
commodities, and information) in eleven MOH catchment areas in Chikwawa District. The village-
level infrastructure complements the Ministry’s Srastructure  which typically does not extend
beyond the health center of the catchment area. Therefore, the project is designed to establish
outreach and services to the village level.

The DIP indicates that the project will begin in three catchment areas and enter the remaining eight
areas in a phased manner during the first, second, and third years of operation. There has been no
change to this plan, and indeed the project is largely being implemented as it was designed, albeit
with some delays in implementation. A goal in project design was to scale up from a pilot project
focusing on a limited geographical area (only 45 villages) and providing limited services (only
vitamin A and ORS) to a district-wide project delivering many more interventions. The belief by
some IEF staff that the project now may have “too much on its plate” indicates that the project may
have been too ambitious in its design or that management systems are needed to ensure efficient
and effective implementation of project activities. In addition, some of the project’s difficulties in
implementation are explained by numerous environmental, political and cultural constraints
discussed above.
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The project’s Information System (IS) consists of six components: (i) a Village Roster Book; (ii)
an HSA Semi-Annud  Report; (iii) monthly HSA narralive reports; (iv) occasional special surveys/
assessments to measure skills and knowledge among IEF HSA or volunteer staff; (v) Supervisory
CheckLists; and (vi) ADS Training Reports. Annex F contains samples of most of these forms.

The Village Roster Book is a system developed in the previous pilot project (for recording vitamin
A distribution) and adapted for use in this project by the addition of EPI and ORS information.
The purpose of the roster book, completed and maintained by the village health volunteer (VHV),
is to enable the VHV to monitor the coverage of EPI services for children and women (for tetanus)
and to record when vitamin A capsules and ORS sachets are dispensed.

Some weaknesses with the roster book have been identified. First, as was noted in the project’s
annual report (7) many VHVs  have had trouble learning the proper use of the roster book, ’
indicating that errors may be present in the data as a result of VHV difficulties in using the system.
Second, the roster book does not include any record of other project activities which are being
implemented by VHVs such as IEC activities conducted in village, or distribution of other project
commodities (i.e. condoms)‘. Third, it is not clear whether all the vitamin A data in the roster
book relates only to vitamin A dispensed by IEF or whether the information also includes coverage
of vitamin A supplementation by the MOH. If the overall goal of the roster book is to monitor
overall coverage of vitamin A supplementation or ORS use, irrespective of where the commodities
originate, then the roster book should clearly include both MOH and IEF commodities distributed.
At the present, however, it is unclear if all VHVs are recording the same vitamin A. Such gaps
and points of confusion mean the roster book has limited usefulness for measuring overall project
perfOI-fWUlCe.

There is not enough time left in this project to refine the roster book. However, in the event of a
folIow-on  project, it is recommended that the village-level data system be simplified so it is easier
to use by the VI-IV, can convey monthly activity information, and includes all project components.

The information from the Village Roster Book is aggregated every six months onto the HSA Semi-
Annual Report, a form which was also adapted from the previous pilot project and carried over into
this project. The purpose of the form is to calculate the coverage of vitamin A supplementation
among children and ORS usage rates in each village. The HSA Semi-annual Report is completed
by HSAs through visiting each of their volunteers every  six months and counting the vitamin
capsules and ORS sachets disbursed, as well as any new births which occurred during the quarter.
This information is then sent to IEF managers for analysis. Data from this report provided the

’ IEF restricted the number of variables included in the roster book because it wanted to streaaline
and simplify the work for volunteers who have limited literacy.

1
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evaluation team with coverage information on Vitamin A and EPI which was presented in section
3.1, “Coverage”.

Three special surveysl~~~sessments  were recently added to the Information System. In June, a
special survey was conducted among VHVs on their knowledge of exclusive breastfeeding,
weaning, child spacing and HIV/AIDS. In August a special survey was conducted among VHVs to
measure their knowledge of vitamin A rich foods, sanitation, and eye diseases. In September, a
special survey was conducted among volunteers to measure their relationship with the village health
committees and EPI coverage in their village. The purpose of these surveys is to determine if
VI-IV training was adequate and if VHV working knowledge is sufficient for community-level
work. IEF also uses these surveys to identify where VHV knowledge is poor and where additional
attention is required. IEF plans to repeat these surveys every six months, but the evaluation team
recommends that the surveys be collected only once each year since VHV knowledge may change
very little over a six month period. These surveys are a positive addition to the IS in that they
provide critical information on the effectiveness of training. (No other training evaluations were
conducted prior to the initiation of these surveys.)

The data from the HS4 Semi-Annual Reporr (report #l) and the three special surveyslassessments
(reports #2, 3, and 4) are published semi-annually as routine project reports which are shared with
the MOH. Several MOH officials stated that lEF’s village-level information is a good input for the
health sector, since it provides village-level coverage information not available within the MOH’s
own information system.

IEF recently added two Supervisory Checklists (one for HSAs and one for VHVs)  to the HIS to
identify whether sufficient commodity supplies exist at the VHV and HSA level, and to identify
any job difficulties. The VHV Checklist is completed monthly by the HSA supervising that
volunteer. The HSA checklist is completed monthly by the IEF supervisor. The checklists are a
positive addition to the HIS. Prior to September, supervision of HSAs and VHVs was ad hoc and
unstructured, but now the checklists help IEF to focus on issues related to field operations. A few
modifications, however, are recommended to facilitate better monitoring of HSA and volunteer
performance. The VHV checklists should ask information on all IEC activities (only AIDS is
mentioned), and clarification should be obtained on the nature of these TEC activities -- whether
they were household visits, group discussions, etc. The numbers of persons present at the IEC
activities should be sought. On the HSA Supervisory Checklist, questions should also be added
related to IEC, and the frequency, topic, and attendance of each IEC activity. These additions
should enable IEF to more effectively monitor the performance of the HSAs and VHVs in
conducting their day-to-day tasks

Each month, IEF HSAs prepare a Namuive  Repon  which details each HSA’s  activities throughout
his catchment area, and which lists problems encountered during the month. The reports do not
appear to be very useful either for program management or evaluating the HSAs’  performance.

, I ”
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Finally,  ADS 7hzining  Reports are being completed by VHVs for ail AIDS educational activities
conducted at the village level. The AIDS Reports consist of a list of all persons who attended an
AIDS talk. The information is being used to track the coverage of AIDS information at the
community level, as well as the level of effort given to AIDS training  compared to the expected
level of effort.

The evaluation team was concerned about two major gaps in the information system. First, aside
from the AIDS Training Report, no data on IEC activities is being collected on a regular basis,
despite the fact that IEC is fundamental to all project activities. It is highly recommended that
VHVs and HSAs begin to keep records on all IEC activities conducted at the village level,
including the numbers of persons who attend (names should not be necessary) and the topics
discussed. This data will assist IEF in tracking the overall level-of-effort at the village level which
is being expended toward education, and will assist in demonstrating at the end of the project the
effectiveness of this. Second, m program data is being submitted to IEF program managers on a
monthly basis. Neither the HSA narrative monthly reports nor the supervisory checklist include
usable information on the program’s or staff’s level of effort (i.e. commodities dispensed, IEC
talks given, etc). No stock control system is in place at the village level for monitoring the
movement of commodities. The best program level data is in the roster book, but it is compiled
only semi-annually and does not represent the full range of project interventions. The lack of
monthly program data makes it very difficult for IEF managers to monitor the performance of the
program (in terms of education activities as well as commodity distribution activities). At a
minimum, IEC and stock control information at HSA and VHV level should be collected monthly
and submitted to IEF.

5.3 Communitv Education and Social Promotion

The project has a two-pronged approach to social promotion: (i) mobilization of community
groups (village health committees) to promote community involvement, and (ii) IEC of mothers
and other community members on child survival interventions.

Community mobilization is largely taking place through formation and training of village  health
committees (see section 5.4.4 below for details on VHC training). In theory, these committees are
responsible for support and “oversight” of the work of the village health volunteer. Many VHCs,
an estimated 70 percent of all commmunities where IEF operates, function well and provide critical
support to the project. However, 30 percent of the committees have little involvement in project
activities at the village level. While the poor performance of these committees may constrain the
project’s ability to reach its objectives by the PACD, the value of IEF’s  community involvement
efforts should not be understated. Enabling communities to take more responsibility for their
welfare is a difficult but critical process for the long-term sustainability and success of all
development efforts. While results are not yet visible, this is an important part of the project and
must continue to have the attention of program managers.

I
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The second component of social promotion, IEC of mothers and community members, is presented
in the DIP as a fundamental project component for achieving project objectives. Indeed, five of
eleven project objectives are related to increasing knowledge levels among mothers and their
husbands. Unfortunately, this is the most weakly implemented component of the project. Only
minimal IEC is evident at the village level and few materials are used when IEC activities do
occur. The volunteers are expected to provide health education on an informal basis, i.e. when
drawing water at the well and during field work, but this appears to occur only on an ad hoc basis.
Community talks are by and large not taking place, although one-on-one education results when the
volunteers visit households for vitamin A or ORS distribution.

An exception to this is evident where IEC is highly structured -- as occurred for HIV/AIDS
education when during the months of August and September VHVs were expected to give at least
one AIDS talk per week, and attendance at these talks was recorded and submitted to IEF project
managers. Attendence at these talks was reportedly high and anecdotal information suggests that
demand for condoms is increasing as a result of these IEC efforts. Because IEC for other
interventions (such as education for nutrition/weaning, EPI, or CDD) was not as structured or
formalized, it appears that little IEC has occurred in these areas. The evaluation team recognizes
the present difficulties in mobilizing communities for IEC, but the apparent success of HIV/AIDS
efforts demonstrate that more structured IEC activities, along with performance expectations from
program managers (i.e. once per week), can overcome many of the barriers to educating the
community.

The project conducted formative research on infant feeding practices in order to establish the
nutrition messages. This research was undertaken by (i) IEF staff who conducted focus groups of
mothers and health workers and (ii) a consultant from Wellstart (10) who investigated even further
the nature of infant feeding in Chikwawa. Numerous nutrition messages were formulated based on
the results of these data. Focus groups were also conducted for formulating AIDS messages.
Aside from researching nutrition and AIDS, however, it is not apparent that KPC data collected
during the baseline or other behavioral research results were utilized to formulate messages or
strategies for other RX areas (EPI or ORT education).

Limited educational materials are being used in the project. Some materials have been distributed
to the volunteers and HSAs for use in their IEC work, but no materials are distributed directly to
the community. lEF assisted the MOH and UNICEF in pre-testing some “posters” (actually A4--
sized flyers), which are now used by VHVs and HSAs in their IEC efforts -- one sheet for vitamin
A, two sheets for CDD/ORT, one for breastfeeding, and a packet of seven sheets on HIV/AIDS.
Only the HIV/AIDS packet is completely pictorial. The other posters have written messages in
Chichewa or Sena, the local languages used in the district. IEF also assisted UNICEF with the
development and pre-testing of a vitamin A poster which is now being printed. The project has not
conducted any evaluation on the use or impact of the various posters.

The project needs to intensify IEC activities in order to ensure that educational objectives under the
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project will be met. A variety of modalities should be explored such as group talks, printed
materials, drama groups, even radio (if feasible). Indeed, the DIP notes that educational messages
will be promoted using a variety of presentation materials (flip charts, drama, small group sessions,
and inter-personal communication). At the present, however, only the inter-personal approach (i.e.
one-on-one) is being employed and it is not evident that alternative approaches were earlier tried
and rejected. The evaluation team recognizes that some IEC activities, such as group talks, are
problematic at the present time in view of the changing political situation. But every effort should
be made to employ alternative approaches.

!

There is also need to incorporate more materials into the IEC work of both the volunteers and the
HSAs. More structured materials could contribute to better quality  control in message
dissemination. For example, on the reverse side of each poster or flyer, the main message can be
printed in order to guide the talk of the HSA/volunteer. While there is little time to create new
materials, the MOH Health Education Unit most certainly has additional materials which could be
of use to the project. Using materials from other NGO child survival projects in the southern
region is another option which the project may wish to explore.

In the absence of a household survey at this time, it is not possible to say what progress has been
made in IEC. But it is unlikely that all project IEC objectives will be achieved by the PACD
without a greater emphasis in the project toward IEC. It is thus recommended that IEF recruit a
short-term consultant to assist in developing an IEC strategy, including any refresher
HSA/volunteer training in IEC which may be required.

5.4 Human Resources for ChiId  Survival

The IEF Project comprises three types of personnel: (i) IEF project managers who train and
supervise the HSAs, maintain the HIS, and coordinate all project activities; (ii) he&h surveillance
assistants (HSAs)  and village health vol~teers (VHVs),  trained and employed by IEF, and
responsible for providing preventive health  services at the village level; and (iii) village health
committees (VHCs).  These are more fully discussed below.

5.4.1 IEF Project Man-

Annex E contains an organ&ram for IEF Project staff involved in implementing this project.
These staff have been responsible for program start-up; liaising with 300 communities and the
MOH; training 9 HSAs, 505 volunteers, and 300 village health committees; and
monitoring/supervising the performance of HSAs, VHVs,  VHCs,  and the implementation of project
activities. Two expatriate positions are part-time --- the country director is employed half-time by
the project, as is the ophthalmologist. Of eight Malawian staff, three are administrative/fmancial,
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two are clerical/drivers, and three are program managers/supervisors. Two project staff are full-
time expatriate Peace Corps Volunteers.

Although the Country Director and the Ophthamologist are half-time IEF employees, it appears that
the Director dedicated more than 50 percent of his time to the project and he is credited with
contributing significantly to the project accomplishments thus far. A new country director is being
hiredbeginnin Jg anuary 1994 and he will be employed full time by this project. While the
opthamologist’s responsibilities mostly concerned tertiary care, she provided critical input into
developing primary eye care activities and developing eye treatment capacity at the district level.

Counterparts for IEF project managers consist of district and regional MOH staff. The MOH
supports IEF in technical areas, but IEF undertakes all coordination and monitoring/supervisory
functions for the project.

There is some evidence that the project’s utilization of Peace Corps Volunteers without assigning
counterparts has not been effective. Only half the PCVs working under the project have had
counterparts. The concern is that when the PCV departs, their activities are fully sustained by any
one individual. The evaluation team recommends that the project review its use of PCVs and
considers matching each volunteer with a Malawian IEF counterpart in order to develop Malawian
capacities to sustain the inputs of the PCV.

Several IEF staff have benefitted from staff development opportunities, such as attending
workshops, seminars, or conferences. These are listed in Annex D. There is need however, to
provide the Training and Supervision Coordinator and his two subordinates with supervisory
training. This would strengthen supervision of HSAs and the monitoring of project activities. The
project director has also requested short-term training in public health, as his training and
experience lie more in administration.

Given the present project’s level of effort, the existing staff complement at the management level is
sufficient to meet alI administrative and programmatic responsibilities of the project. However, in
the event that the project is extended or expanded, additional program personnel may be required to
manage and supervise any additional HSAs and volunteers added to the program.

5.4.2 Health Surveillance Assistant (HSAs)

The project employs 17 HSAs for supervising and monitoring the implementation of project
activities at village level. HSAs are the lowest level health staff in the Malawian health care
system, working either in the government or with the private sector (both for-profit and not-for-
profit) to provide the critical functions of health promotion and delivery of preventive health
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services. In Chikwawa, IEF-employed HSAs are based at MOH health center?, where they assist
in giving morning health talks at the health center and in giving immunizations at under-five
clinics. But IEF HSAs are far more outreach oriented than MOH HSAs, mostly because the
Ministry HSAs do not have transport and little emphasis is given to their outreach into
communities. Most IEF HSAs have a motorcycle which is fully financed under the project (for
purchase, maintenance and operation costs). IEF HSAs emphasize community education on
vitamin A supplementation, CDD/ORT, and nutrition whereas the MOH HSAs focus more on
monitoring disease outbreaks and delivering EPI and growth monitoring services. A chart
depicting the differences in work responsibilities between Ministry and IEF HSAs is found in
Annex G.

IEF directly recruited the 17 HSAs (12 men and 5 women) but received MOH concurrence on all
candidates. The IEF Training/Supervision Coordinator trained half the HSAs using the MOH’s
six-week HSA curriculum (but modified slightly to include additional days on vitamin A and
Breast&ding which were not included in the MOH curriculum)6.  The MOH pre-service
curriculum consists of four weeks of classroom work and two weeks of field work. The other
HSAs trained earlier in the project followed a four-week curriculum which concentrated on vitamin
A, CDD, EPI, and nutrition. All seventeen IEF HSAs have benefitted from frequent and regular
in-service training provided by IEF in selected technical areas (see Annex D), most of which has
been provided as part of project staff meetings.

Technical training appears to have been sufficient to prepare HSAs for their technical duties.
However, while the HSAs’  primary responsibility is to supervise the VHVs and the implementation
of project activities at village level, only minimal supervisory training was included in their pre-
service training. The evaluation team believes that HSAs require additional m-service supervisory
training in order to upgrade skills and make each contact with their subordinates (the volunteers)
even more productive. It is recommended that the project provide the HSAs with further in-service
training in supervision as soon as possible.

Each IEF HSA supervises an estimated 40 volunteers, each who in turn serve an estimated 50
families (depending on the size of the village). While on average, IEF HSAs supervise 28
volunteers, there are some IEF HSAs who supervise more than 50-60 volunteers -- a ratio which
the evaluation team believes minimizes their effectiveness. The evaluation team suggests that the
project investigate a redistribution of HSAs so that each individual is responsible for supervising no
more than 30 volunteers -- a more reasonabIe  workload which would enable each HSA to

’ This close working arrangement was deliberate in the design of the project so as to promote
sustainability. The IEP H.SAs are meant to be transferred to the l4OE once the project ends and have been
selected, trained, and paid according to WH criteria.

6 IEF also provided a collaboratinq NGO, ADM, with pre-service training for four of its HSAS.  Project
funds were not used for these individuals.

I ”
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concentrate on monitoring the quality of all project services delivered.

5.4.3 VillaPe  Health Volunteers (VHVsl

The project’s 505 village health volunteers (predominantly female), selected by their communities
have received five days of pre-service training in vitamin A, nutrition, primary eye care, CDD,
EPl, and the structure of the health system. The volunteers were trained by the HSAs with support
from IEF HSA Supervisors. Most volunteers have basic literacy skills, but in those villages where
no literate women could be identified, a male member of the village health committee was assigned
to assist the illiterate volunteers. An estimated 10 percent of VHVs are illiterate and require
assistance.

An exception to this is in the seven catchment areas where IEF has introduced AIDS activities.
Each female volunteer is matched with a male counterpart, and they both have received in-service
training (one day) on HIV/AIDS. Each are expected to provide AIDS information to their
communities -- the men teach the men and the VHVs teach the women.

Pre-service training appears to be adequate to enable the volunteers to do their jobs. Although
some individuals have trouble learning the correct use of the roster books, this has been addressed
through HSA supervision. In-service training has been provided to volunteers in eye care, cataract
recognition, breastfeeding and HIV/AIDS (see Annex D for a list of in-service training provided to
volunteers).

Each volunteer is largely responsible for distributing vitamin A, ORS, and condoms, and
maintaining the roster book which lists all target families, their EPI status, and all vitamin A and
ORS which has been distributed to the families- Volunteer are also expected to educate their
constituents on child survival issues -- through oneon-one education or through group sessions.
Only HIV/AIDS education appears to be taking place in group settings.

Based on two studies conducted in the project, the attrition rate for volunteers is estimated to be
between 3 and 6 percent. This correlates with the rate found in the previous project (5 percent).
There are reportedly some cases of volunteers being forced to quit as a result of pressure from their
husbands who did not approve of their unpaid status. In other cases, volunteers have moved away
from the district with their families (and on occasion taking their roster books with them!).

During the evaluation, interviews were held with volunteers to solicit their perspectives on their
work. While volunteers cited stockouts of “drugs” as problems in conducting their work, it is not
clear whether they were referring to the need for more project commodities or their desire to have
additional items to offer to the communities. There is no evidence that volunteers are attempting to
sell any of the commodities which they distribute.
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As is typical in volunteer-driven programs worldwide, many VHVs and VHC members initially
agreed to participate as volunteers, but now are pressuring IEF for salaries or in-kind remuneration
(clothes, soap, or other incentives). In the previous project, volunteers received numerous
incentives: a uniform, badge, bag, shoes, and monthly soap allowance. In this project, all
incentives except for monthly soap allowances were abolished in order to conform with new
regulations within the Ministry of Health. IEF volunteers now are supposed to receive monthly
soap allowances, although there are reportedly some cases where volunteers do not receive their
allowance. This has contributed to dissatisfaction among some volunteers with the program. IEF
should investigate why soap is not being distributed to volunteers, and make every effort to resolve
this issue.

Although the project has strictly followed MOH policies for volunteer remuneration, volunteers
themselves are demanding much more compensation for their work. To conform with MOH
norms, IEF will provide only soap. This frustrates some volunteers who appear to believe that
once they were part of the program additional incentives would be awarded. Dealing with these
demands has been difficult for IEF staff, including HSAs, but considerable effort has been made to
keep the VHVs involved in the project and to remind them of the nature and purpose of
volunteerism. If the project were extended beyond the PACD, it is recommended that IEF
continue to explore alternative approaches to volunteer compensation for enhanced sustainability of
services delivery at the village level.

Finally, the project is investigating the determinants of volunteer performance and motivation. IEF
is interviewing VHVs themselves, a neighbor of the volunteers, and the volunteers’ HSA supervisor
to evaluate their performance and the factors which appear to contribute to successful VHVs. The
volunteers’ performance in delivering services (Vitamin A capsules and ORS distributed;
communities’ EPI status; child mortality status) will also be examined in the study to identify
distinguishing factors for good or poor performance. The results of this review, expected in 1994,
is expected to benefit all projects in Malawi utilizing village volunteers as well as benefitting the
MOH in formulating their policies regarding volunteers.

5.4.4 Cs)Village Health Committees (VH

Each village where IEF operates has established a health committee consisting of ten members
(usually seven men and three  women). While VHCs are not direct “employees” of the project,
their participation is important because they are meant to support the VHV to enhance her
effectiveness. IEF had not worked with VHCs in the previous project, but included this into the
current project as a result of recommendations made in the evaluation of the previous project.

Each village health committee received one day of training in vitamin A, water/sanitaiton,  and
roles/responsibilities vis-a-vis the volunteer. The training was conducted by the HSAs in
collaboration with the MOH District Health Inspector. Refresher training in HIV/AIDS was
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recently provided to many VHCs in the areas of HIV/AIDS.

The issue of VI-K community support for volunteers was explored by the evaluation team. No
VHCs support the volunteers aside from offering some moral encouragement. When asked what
kind of material support the committee should or could provide the volunteer, most VHCs said
“none”, although one community offered to assist in preparing her fields, and another offered to
assist in drawing water for her. This was a discouraging finding for project staff, but not totally
unexpected since the project is still in the process of promoting the sustainability of volunteers at
community level.

Like some volunteers, some VHCs have recently started asking for IEF salaries or compensation.
They believe that the volunteers are paid (despite lEF explanations to the contrary) and they claim
that their contribution to health activities should also be compensated. lEF is making efforts to
address these issues.

5.5 Sunnlies  and Materials for Local Staff

HSAs use motorcycles (some use bicycles) to enable them to visit all their villages and provide
commodity and technical support to volunteers. This is a relatively expensive input to the project,
but it greatly enhances IEF’s activities at the village level.

IEF volunteers and HSAs are provided vitamin A, ORS, and condoms for distribution to village
mothers. Most vitamin A capsules provided in the project have been purchased by IEF or obtained
as a donation from Hoffman LaRoche’s  “Sight and Life Program”. ORS and condoms for
distribution in the project are obtained from national MOH supplies.

Volunteers are supplied on a monthly basis from stocks held by HSAs. HSAs are supplied from
IEF, but when IEF stockouts occur, MOH clinic supplies are reportedly used. The MOH at the
district and village level have no objections to providing IEF with commodities, as they claim to
have adequate supplies of all items. On the other hand, IEF receives most its supplies from the
MOH itself, indicating that problems with MOH supply and distribution systems have necessitated
IEF’s involvement in transporting ORS and condom supplies directly to their catchment  areas7.
Unfomtunately,  IEF’s assistance in ensuring supplies for HSAs and volunteers is not sustainable
beyond the end of the project, and there is need to transfer the responsibility for commodity

’ Although the project uses KM supplies of ORS and condoms, IEP attteapts to utilize vitarin  A
capsules from the MOB  Central Medical Stores (CIIS) have been fraught with difficulties. CKi  took more than
a year to obtain their supplies, and vhen the capsules arrived they were the incorrect dosage needed for
child supplementation programs (15,000 1.0. instead of the 200,000 1.0. dosages used for supplewntation
proqrals).  As a result, most the vitamin A supplies used in this project have been provided directly by
IEF.
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logistics to the MOH. But MOH supply logistics problems are a nationwide problem, and IEF will
not be able to affect an improvement in the life of this project. As such, USAID/Malawi  should
initiate a dialogue with the MOH to promote improvements in supply logistics throughout the
health sector.

Only few rudimentary IEC materials are used at the village level. The absence of good quality
IEC materials hampers the VHVs ability to conduct IEC and to promote certain behaviors at village
level. This is turn hampers the project’s ability to reach project objectives. It is recommended that
the project attempt to obtain more and better IEC materials for all IEC topic areas. These
materials should minimize wording and should consist of easily understood pictures. If feasible,
the project should explore the distribution of materials to the community itself (such as flyer or
brochures). Leaving materials with a mother or family could enhance the learning process.

lEF maintains an “office” in the home of the country director in Blantyre, and another office in
Nchalo, Chikwawa district. The IEF office in Nchalo has no photocopier and is in need of another
computer. The absence of a photocopier is a major constraint to effective program management.
Most photocopying must be taken to the country director in Blantyre or to a commercial outlet in
Blantyre. There are no commercial photocopying services in Chikwawa. An additional computer
would greatly assist in all program management activities in Nchalo.

5.6 Ouality

IEF/Malawi staff embody a wide variety of technical and administrative skills and knowledge to
implement the project. Nevertheless, there is a need to supplement these skills with IEC expertise
to ensure effective implementation of IEC activities. No staff members have any IEC training, and
consequently, little strategizing or emphasis has been given to project IEC work. As a result, it
appears that not all the information necessary for behavior change is being disseminated. Nor is it
clear that VHVs have sufficient adult education skills to effectively impart their child survival
knowledge. It is thus recommended that IEF recruit a short-term consultant to assist in developing
an IEC strategy, including any refresher training in IEC which may be required.

As mentioned earlier, IEF project management staff and IEF HSAs also require additional training
in supervision.

The ophthalmologist working under the project appears to have contributed to establishing
secondary and primary ophthalmological services in the district and southern region. There are
also numerous IEF activities which are being implemented outside this child survival project which
have had a positive impact on project activities. Research conducted on traditional healers and
their treatments of eye and other diseases have provided this child survival project with additional
skills and knowledge to address child health problems at the community level.
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5.7 Supervision and Monitoring

Volunteers are supervised by HSAs. HSAs visit each volunteer monthly to identify any problems
the volunteer is having with her work, and to resupply her with any needed commodities. In some
cases, volunteers are visited more frequently. Transport is not a constraint to volunteer
supervision. HSA supervision of volunteers is mainly oriented toward administration and
counseling/support. With the recent introduction of checklists, performance evaluation is now a
more formal part of the supervisory process. HSAs conduct little, if any, on-the-job training as
part of their supervisory visits.

The HSAs themselves are supervised by two IEF HSA Supervisors. Each HSA submits a monthly
workplan which is then used by the supervisors in conducting their visits. The HSA supervisors
visit each HSA once per month to provide them with commodities and to assist in resolving any
identified problems in their work. HSAs also have the opportunity to meet their supervisors twice
monthly at the IEF office when they attend staff meetings and collect their salaries. The frequency
of contact between HSAs and their supervisors is therefore three or more times per month. The
majority of contact between the supervisors and HSAs consist of administration and support,
although with the recent addition of the Supervisory Checklist, performance evaluation is now a
more structured part of the supervisory process. On-the-job training is not a critical part of HSA
supervision, because a great deal of in-service training occurs during the twice-monthly meetings at
the IEF Office.

The two HSA Supervisors are supervised by the IEF Training and Supervision Coordinator. Each
HSA Supervisor prepares a monthly workplan, but this does not seem to be utilized by the Training
and Supervision Coordinator for effective supervision and monitoring of their work. The work of
the HSA Supervisors is the most substantive program work being conducted by all IEF program
managers- Monitoring their work more closely will enable IEF to more closely monitor the
performance of the project.

5.8 Use of A.I.D. Central Funding

IEF/Malawi  receives administrative and technical support from IEF home office in the USA.
Home office support has been provided for project planning (proposal and DIP preparation),
administrative backstopping, liaising with AID/Washington and Johns  Hopkins University on behalf
of the Malawian program, procurement of commodities and supplies, and providing technical
support (literature requests, etc). 30 percent of the salary of an IEF Technical Support person was
allocated to the project. One-third time is a realistic level of technical support for the project.

IEFKJSA  receives administrative and technical support from the A.I.D./Washington  PVO Child
Survival Support Project (PCSSP). By and large, IEF home office staff find the regional
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workshops, technical reviews, and technical bulletins useful in implementing the project. TWO
IEF/Malawi program managers benefitted from a PCSSP regional workshop held in Africa. At a
technical level, PCSSP sampling guidelines for the baseline survey were modified as they were too
narrow to ensure acceptable confidence intervals for the size and scope of this project. In addition,
PCSSP’s sampling frame guidelines do not include children over two years of age, although the
project wanted to sample all children under six to measure the impact of vitamin A
supplementation. For this reason, lEF chose to use other sampling parameters.

5.9 IEF’s use of Technical Sup~rt

To date, approximately 32 person-weeks of external technical assistance* were obtained for: (1) a
review of vitamin A in drought relief programs (1 person week) conducted with assistance from
Helen Keller (HKINITAP); (2) a review of Breast&ding and early child supplementation in
Chikwawa District (4 person weeks) conducted in conjunction with Wellstart International; and (3)
refinement of the HIS and supervision systems for HSAs and volunteers (an on-going 7 person-
month consultancy from August 1993 through February 1994).

The first two consultancies assisted in strengthening certain aspects of the program. First, the
review of vitamin A in drought relief programs (a consuhancy conducted with the assistance of
Helen Keller International (HKINITAP))  resulted in the development of a national vitamin A
policy. Prior to the consultancy, MOH protocols for vitamin A distribution existed but were not
widely used in the health sector. The consultancy, however, highlighted the need to have vitamin
A more firmly integrated into community health programs. IEF and UNICEF both assisted the
MOH in developing a national vitamin A policy which addressed these issues. The policy has been
widely disseminated throughout the country, but IEF believes that the MOH stiIl requires assistance
in getting it implemented nationwide. IEF’s  considerable success in establishing village-level
vitamin A supplementation programs during this process makes them the logical and ideal partner
to assist the MOH in this effort.

Second, the data from Well&u-t’s breastfeeding review was utilized for developing various nutrition
messages at village level and in raising awareness at regional and national level of breastfeeding
issues. The breastfeeding IEC effort was a strong project component in the first half of project
implementation and has positively influenced MOH policy.

The project has needed a skilled and experienced IEC Specialist and to assist in strategizing and
systematizing IEC activities. External technical assistance however, was not obtained because of

* The HKI/VITAP  consultancy was funded directly by Elelen Keller, but IEP requested the assistance and
uanaqed her consultancy. Fundinq for the Wellstart consultancy was shared between the project and Wellstart
International.

I
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limited budgetary resources to finance external technical assistance. Rather, IEF/US staff have
attempted to obtain expertise from Washington-based groups and then passing that information on
to the IEF/Malawi staff. This has not been as successful as it could have been, given that there is
no substitute for on-the-ground support. It is recommended that IEF obtain qualified expertise in
IEC for assisting in the launch of these activities in the remainder of the project.

5.10 Assessment of Counterpart Relationships

The chief counterpart for this project is the Ministry of Health at the district-level. For broader
collaboration and networking, the Regional MOH is a secondary counterpart. Regular meetings are
held between IEF program managers and the District Health Officer and the Regional Health
Officer. Relationships are very productive and cordial. IEF staff in Chikwawa work closely with
the District Health Inspector (the supervisor for all MOH HSAs in the district) and with the District
Health Officer. At the regional level, a strong professional and personal relationship was forged
between the IEF country director and the Regional Health Officer. This enabled IEF to play a
strong and effective leadership role in NGO-MOH coordination (see section 5.12 below). The IEF
ophthalmologist’s counterpart is an ophthalmological medical assistant and their relationship is also
production and effective.

A new Regional Health Officer has recently started work in the southern region. He is particularly
interested in his own staff development and has requested IEF (as well as all other NGCk) to work
even more closely with regional departments. In this case, the Regional Family Health Office and
the Regional Health Education Office are the departments which IEF should forge even closer
relations. IEF states that past efforts to involve these offices have been frustrated. With new
Regional Health leadership, however, more emphasis may be placed on building closer working
relations with NGOs. For this reason, IEF should renew its efforts to involve these two offices
even more closely in all its work.

At the health center level, IEF HSAs and MOH HSAs work closely. As mentioned earlier in this
document, IEF HSAs regularly participate in morning health talks at the health center and in
delivery of EPI services at under-five clinics. Relationships between the Ministry HSAs and the
IEF HSAs appear to be good. Health Center managers (i.e. medical assistants and nurses-in-
charge), however, have little professional interaction with IEF HSAs. This appears to be due to
the direct supervision of IEF HSAs by IEF staff, with little health center staff involvement.
Consequently, health center staff do not appear to fully understand the unique talents of IEF HSAS
and their contribution to the health care system. When asked about integration of IEF HSAs into
their own HSA staff, health center managers generally cited barriers or deficiencies in the IEF
HSAs work responsibilities which would make the hand-over problematic -- in particular, IEF’s
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minimal emphasis given to EPI and sanitation work as compared to MOH HSAs9. This suggests
that there is little appreciation at the MOH service delivery level of IEF’s  unique contribution to
village-level health promotion. Because the project plans to transfer the HSAs to the MOH once
the project ends, there is need to involve health center managers in better understanding and
support of the community-level work of the IEF HSAs. This could enhance sustainability of the
project’s village-level work.

5.11 Referral Relationships

The referral care sites for all village-level health work is the MOH health center in that catchment
area. Health posts, which are theoretically the closest facility to the villages, largely only offer
under-five clinic preventive services. As a result, most individuals tend to travel to health centers
for their care, as a wider range of services is available at these facilities. However, many health
centers appear to be somewhat underutilized as patients bypass the centers to utilize the services of
rural and district hospitals. One explanation is that because communities believe that health centers
lack sufficient supplies of medicines or other items, rural hospital services are sought out. Because
there is no charge for health care in Malawi, there are no disincentives for bypassing the referral
chain.

As mentioned previously, IEF supplies its field staff with ORS and condom supplies which
originate from the MOH. IEF transports these supplies directly to their staff because of occasional
shortages at MOH facilities. IEF says that without their facilitation in transporting supplies, the
community would have little access to commodities at health centers or village level.

IEF is not directly taking steps to strengthen access to referral sites, although volunteers are
responsible for encouraging mothers to seek out EPI services and CDD services, in the case of
prolonged and severe diarrhea. There is evidence that this is working well, as many health center
staff cited their satisfaction with increased utilization of MOH services as a result of village-level
IEF promotion of health care.

5.12 IEF Networking with Other NGOsIPVOs

IEF is a leader in the NGO community of Malawi, mostly due to the country director’s
considerable effort in forging NGO-NG0  and NGO-MOH coordination. During the drought, he

9 Most MOE ESAs  work lore in static health facilities than  at tbe village level. They are largely
involved in assisting with the delivery of EPI and grow43  monitoring services in under-five clinic services
at healtb centers and with mobile clinics, rather than village-level health promotion or social
nobilization. Those who do work at the village level tend to focus more on sanitation.

, 1
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initiated coordination meetings with the MOH and all NGOs  working in the southern region. The
meetings served as the foundation for the first ever collaborative efforts between the Government
and the NGO community. Now that the drought has passed, these meetings have evolved into
NGO-MOH health sector coordinating meetings. These are the forums through which a great deal
of NGO-NGO collaboration takes place.

The project proposal and DIP outlined the working relationship between IEF and ADRA. Indeed,
the project has worked closely with ADRA -- providing assistance in pre-service and in-service
training for ADRA HSAs and in distribution of vitamin A. ADRA has relied heavily on IEF for
technical and professional support -- support which ADRA states has been immeasurably helpful.
IEF has also worked very closely with Montfort Hospital, a Catholic Hospital in Chikwawa
District, providing training assistance to their staff and developing collaborative relationships. IEF
has also worked closely with UNICEF and Save the Children (UK) on numerous nutrition and
child survival issues. Other NGOs  working in Malawi also have very positive views of IEF.
Project HOPE cites IEF’s work with village volunteers in Malawi as having great applicability to
other NGO and community health projects.

IEF cites two lessons regarding their collaboration with other NGOs/PVOs.  First, with reference
to the drought or other disasters, NGO-NGO collaboration can effectively mobilize government
action and resources to quickly respond to the emergency. In this case, the mobilization of IEF
and other NGOs  in southern Malawi to conduct rapid nutrition surveys enabled food relief to be
targetted to the most needy Malawian children and their families. A second lesson is that NGO-
NGO collaboration allows the health system to more easily and effectively learn what works for
future  integration into the health system. In this case, the standardization of volunteer
compensation and nutritional surveillance has benefitted the MOH and NGOs alike.

5.13 &&.et Management

As of June 1993, overall project expenditures to date were largely on target, although some line
items were either slightly over-expended or under-expended. In particular, in-country costs (such
as Malawian salaries and supplies) are only 30 percent expended to due devaluation of the
Malawian Kwacha. Although significant savings are realized in some line items (Malawian
salaries/benefits, and in-country travel/per diem) other items, such as procurement of equipment
and supplies, are somewhat overexpended. In total, fifty percent of the project budget was
expended as of June 1993 (the 18th month of project implementation).

The project may accumulate some savings by the PACD since a sizeable portion of expenditures
thus far were for one-time equipment and vehicle purchases. It is recommended that these assumed
savings be used to finance the costs associated with the launch of the IEC effort. The project
budget does not specifically set aside funds for IEC, but the costs of a consultant and possibly for



IEF/Malawi - Child Survival Project - Mid-Term Evaluation Page 26

materials development/printing could be sizable. There should be sufficient savings in the budget
to cover the costs of this and the costs of extra computing and photocopying equipment.

6. SUSTAINABILITY

The DIP cites six sustainability goals for the project. Progress toward achieving these is mixed:

z.

2.

3.

4.

5.

6.

Integrate vitamin A interventions into the existing EPI and under-jive structure, including the
ordering and suppiy  of capsules through the Government’s Central Medical Stores. This
goal has been partially achieved, as vitamin A is now distributed at most under-five clinics.
However, the Government is not directly financing vitamin A supplies, but rather depends
heavily on UNICEF donations.
Establish a community based worker system supported by village health committees in 90
percent of villages in the district. Through project efforts, nearly 300 villages (of 475 in the
district) now have village-based health infrastructure (personnel, information, and
commodities). This represents 63 percent of the villages in the district. In the remaining
months of the project this should increase to more than 80 percent of the villages in the
district. Roughly 70 percent of the project’s volunteers operating in these villages are well
recemieved and supported/encouraged by their communities (30 percent are not well
supported and receive no moral or material support).
Integrate VHVs into the MOH delivery system and standardize their training and support
mechanisms. Volunteers are not yet integrated into the MOH delivery system although
standardized training and support levels have been established.
Increase community demand for child survival services through more direct support of VHVs
and VHCs. The project has contributed to a significant increased demand for ORS, vitamin
A and condoms by establishing a supply systems at community level.
Establish a community-based blindness prevention program in 50 percent of villages. The
project’s primary eye care activities have been established in two of nine catchment areas
and in 20 percent of all villages in the district.
Increase the MOH capacity in monitoring,  evaluation, and conducting operan’ons research.
The project has successfully trained MOH staff in how to conduct nutritional assessments,
and how to conduct research on breastfeeding practices.

While these are very ambitious sustainability goals for a three year project, especially in Malawi’s
politically and economically unstable environment, IEF has made good progress toward establishing
sustained child survival programs at community level in the district. The project’s strength is its
establishment of village-level infrastructure and operations which compliment the more static MOH
facilities in the district. The MOH lacks the ability and resources for providing transport,
pharmaceutical supplies, and village-level staff to undertake sound outreach into the communities

, t
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surrounding their clinics. IEF’s  contribution to the project has been to address these constraints by
establishing a complimentary services and infmstmcture. For sustainability, two of the project’s
main inputs (HSAs and vitamin A) have the best chances for effective sustainability because they
are consistent with the Ministry’s emphasis on HSAs’O (with USAID  and World Bank funding)
and with recently formulated policy on vitamin A. However, it is unlikely that the MOH will have
the human, material and financial resouces to assume the IEF model in its entirety. But the
project’s strong outreach and village level work may be weakened once IEF transferred project
activities to the government due to insufficient MOH resources to sustain these activities.

The project planned for HSA sustainability since the design. HSAs were trained using the most
recent MOH curriculum, and IEF is in the process of investigating whether MOH certificate can be
obtained for their HSAs. If the project were extended for an additional 3 years, or if a follow-on
project were funded, IEF could more successfully work toward the above sustainability goals,
particularly those related to volunteers and village health committees. In the remaining months of
this project, however, only the HSA staff will realistically carry on following the PACD.

Commodity distribution, the most successful portion of the project, could possibly be sustained
following the PACD. It appears that IEF has increased demand for vitamin A supplementation and
ORS (and most likely condoms in the coming year). If the communities were able to receive all
their supplies through the MOH system, the project’s high coverage levels could be maintained. If
this project were to end, however, without sufficient MOH commitment to meeting the commodity
needs of these communities, coverage levels could fall.

In the design of the project, IEF expected that volunteers could be directly compensated by their
communities. As was discussed above, there has been disappointly progress in tbis area. It is
possible that the on-going study of volunteer performance will shed some light on how volunteers
might be sustaind  in the absence of an external donor organization or the government. Village
health committees are a well established tradition in Malawi, and perhaps through revitalizing these
groups can the village level work of the project be more successfully sustained.

Alternatives to a MOH handover are not available in Chikwawa district. The only other
established organization in the health sector is Montfort Hospital, a Catholic-run facility with a
catchment area covering ten percent of the district population- Their limited coverage makes them
an unlikely option for sustaining this district-wide project. Given this, the MOH is the only
institution capable for maintaining and sustaining project activities.

lo The Ministry of Health has established between 3,000 and 4,000 HSA positions, of which less than
half are filled. A budget exists for pay& their salaries also exists, so financial resources are
,avajlable  to absorb them into the MOOR Dersonnel  structure.

t
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7. RECURRENT COSTS AND COST RECOVERY MECHANISMS

The recurrent costs to the program consist of HSA Salaries; the cost of operating and maintaining
vehicles and HSA motorbikes; program management costs; head office program support; and
general operating expenses. These are estimated as follows:

(a) HSAlvolunteer comnensation:  lEF pays each HSA K151  .OO per month plus a 10 percent
housing allowance (for a total K166 per month per HSA). The salary  of K151 is calculated to
include a 50 percent differential over the amount the GOM provides its HSAs (average K100.00
per month) in lieu of GOM retirement and other benefits. The total HSA salary cost to IEF
(including a 13th month Christmas bonus) is calculated at K2,158  per HSA per year or K36,686
for 17 HSAs. At current exchange rates (K4.2 = $1.00) this amount to $8,750 per year for all
HSA salaries.

Volunteers receive a monthly allowance of soap which costs K1.29 per volunteer per month. For
505 volunteer this total K7,817  per year or $1,860 annually at current exchange rates.

lb) Vehicle/Motorcycle Oneration and Maintenance: It is not possible at this time to disaggregate
HSA transport from program management transport. From data for the first nine months of 1993,
total petrol cost was K47,600,  total service cost was K18,500,  and maintenance was K28,800.
Extrapolating from this data, annual petrol costs are an estimated K63,500,  annual service costs are
K24,600, and annual maintenance is K38,400,  or a total vehicle O&M cost of K126,500 per year
or $30,100 at current exchange rates.

[c) Protzram Management: Excluding expatriate costs, annual salary costs for Malawian program
management staff is calculated at $22,800 per year. Exact costs for office operations at the
Blantyre  and Nchalo  offices were not available at the time of the evaluation, but the pipeline
analysis shows an estimated $18,000 per year was expended for these activities.

@) Total  IEF/Malawi  local costs [sum of a, b, and c abov& Excluding expatriate costs, the total
annual recurrent costs for the above items is calculated at $8 1,5 10. Over a three-year project
implementation period, this would account for $244,530 or approximately 24 percent of total
project costs.

[e) IEF Home Office and IEF Expatriate Salaries: IEF Home Office recurrent expenses have
accounted for only $52,000 over the first half of the project, giving a total home office expenditure
rate of $104,ooO  over the life-of-the project, representing only 10 percent of total project costs.
In-country expatriate costs are budgeted at $184,700 over the life-of-the project.

Total Droiect  recurrent costs (sum of d and above): Over a three year period, both in-country
(Malawian) and U.S. recurrent costs are calklated  to be 53 percent of total project costs, over
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$533,230 over a three year period.

No local contribution is being made by the Government or communities to cover any recurrent
costs, nor is it realistic at this time to expect that recurrent costs could be covered by resources
outside the project.

The project has not calculated the recurrent cost burden to the MOH following the PACD, but the
costs of HSA salaries is the only expense which the MOH would assume. Other program activities
and their associated costs (such as the operating and maintenance costs of their motorcycles; and
the costs of program management salaries, transport, and operating expenses) will not be assumed
by the MOH. The Ministry provides benefits to their employees, and because JEF HSAs would
receive these as well, their monetized IEF benefits would not be included in their MOH salaries.
Therefore, the recurrent costs to the MOH would be an estimated K 100 per month per HSA or
K1,200 per year per HSA or K20,4OO for all 17 HSAs. At current exchange rates this is only
$4,8500 per year for 17 HSAs. It is not possible at this time to calculate non-monetized GOM
benefits (such as government housing, retirement priveleges, etc).

As of June 1993, the project was 50 percent expended. Assuming 127 ,ooO women and children
are now beneficiaries of project activities, this gives a current per capita project cost of $4.06 per
beneficiary. This is only  slightly higher than the $3.60 calculated in the DIP.

8. RECOMMENDATION!$

General:
IEF should continue to explore mechanisms for sustaining health  activities at the village
level.
JEF should continue to develope collaboration between NGOs and the MOH and continue to
contribute to national policy formulation regarding he&h activities in the country.
JEF should not expand its program to the two remaining catchment areas, but rather focus
on strengthening the quality of services delivered in the existing nine areas where it is
currently operating _
JEF should involve MOH health  center managers in better understanding and supporting the
community-level work of the project HSAs. This could enhance sustainability of the
project’s village-level work.

It is recommended that JEF obtain qualified expertise in IEC through a short-term consuhant
for defining the IEC strategy for the remainder of the project and to develop any refresher



IEFlMalawi  - Child Survival Project - Mid-Term Evaluation Page 30

training in IEC which may be required.
Launch a vigorous IEC effort for the remainder of the project. Every effort should be made
to employ a multitude of IEC activities, such as individual and group talks, drama, printed
materials, etc.
Incorporate more educational materials into the IEC work of both the volunteers and the
HSAs. More structured materials will contribute to better quality control in message
dissemination. Procure additional IEC materials from the Health  Education Unit, other
NGOs, or other development agencies, such as UNICEF.

Personnel :
Get Government certificates for all IEF HSAs who have completed 6 week training.
Provide supervision skills training for all project HSAs, the Training and Supervision
Coordinator and his two assistants.
All Peace Corps Volunteers working in the project should be assigned full-time Malawian
counterparts _

Information Svstem:
At a minimum, commodity flow information and all IEC information at the HSA and VHV
level should be collected monthly and submitted to IEF.
The VI-IV and HSA supervision checklists should be revised to include variables on IEC
activities including the the frequency, topic, and attendance of each IEC activity; and
whether they were household visits, group discussions, etc. These additions will enable IEF
to more effectively monitor the performance of the HSAs and VHVs in conducting their
day-to-day project tasks.
The three special surveys recently introduced to the information system should be repeated
only annually (rather than semi-annually as planned).

Recomendations for A .I. D ,:
AID/Washington: survey guidelines should not be required but only recommended, so that
projects which contain interventions for groups over two year of age will be able to
document the impact of the additional interventions by using alternative sampling frames.
AID/Washington: DIP guidelines should be revised so that the document is a more useful
implementation tool (a “workplan”) for program recipients.
USAID/MaIawi:  Because MOH supply logistics problems are a nationwide problem,
USAID/Malawi should initiate a dialogue with the MOH to promote improvements in
supply logistics throughout the health sector.
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Ms. P. Navicha, HSA, Ndakwera Health Center
Mr. J. Mugawa, Medical Assistant, Ndakwera Health Center

OTHER
Dr. Joyce Cook, ADRA Health Project Director
Mr. J. Canner, IEF Country Director Designate
Dr. Stewart Tyson, UNICEF Represenative



ANNEX D

Comprehensive List of Pro&t-Financed TraininP  Activities (as Of October 1993)

I. PRE-SERVICE TRAINING

HSAs: (9 persons x 6 weeks) + (9 persons x 4 weeks)
VHVs: 505 persons x 5 days
VHCs: 297 committees x 10 members/committee x 1 day
ADRA: 4 HSAs x 6 weeks (NB: ADRA reimbursed the project for this training)

II. IN-SERVICE TRAINING

HSAs: Vegetable Gardening: 9 persons x 3 days
Breaseeding:  13 persons x 3 days
Cholera: 13 persons x 3 days
WatertSanitation:  13 persons x 1 day
HNIAIDS:  13 persons x 3 days
Cataract Recognition: 18 persons x 3 days
Nutrition Assessment: 24 persons x 1 day
Use of HIS: 18 persons x 1 day
General training in stag meetings: 18 persons x 6 days
W Assessment Baseline: 5 persons x 1 day

Volunteers: Eye Care: 505 volunteers x 1 day
Gztaract  Recognition: 184 volunteers x 1 day
Breastjkeding:  400  volunteers x 1 day
HNIAIDS:  400 volunteers x 1 day

Village Health Committees: HIV/AIDS: 297 committees x 1 day

ADRA: Vitamin A & Diarrhea: 18 HSAs x 0.5 days

Montford Hospital: Vitamin A: 13 volunteers x 1 hour
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Ministry of Health: Breastjkeding: (18 nurses/MAs  x I day) + (22 nurses/MAs x 2 days)
Nutritional Assessment (20 MOH staff x 1 day)
Primary Eye Care (12 MOH staff x 1 day)
Vitamin A (112 MOH staff x 1 day)

Other NGOs: Nutririon Assessment: (20 persons x 1 day)

Traditional Healers: HIV/AIDS (300+ persons x 1 day)

Religious Leaders: HIV/AIDS (102 persons x 1 day)

III. IEF STAFF DEVELOPMENT

Computer Literacy: 2 weeks x 2 persons
IVACG  Vitamin A Seminar: I person x 1 week
Contraceptive Community Based DistributionlToT: 1 person x 1 week

IEF staff also attended the following courses/seminars, but financing came from other sources:
AIDS: 1 person x 1 week (AID/Washington CSSP-funded)
CCCD Child  Survival Seminar: 1 person x 1 week (AID/Washington CCCD-funded)
AIDS: 1 person x 1 week (Peace Corps funded)
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INTERNATIONAL EYE FOUNDATION I MALAWI -- Organigram

Country Director ----------Opthamologist
(Dr. P. Courtright) (Dr. S. Lewallen)

I
I

Project Director
(Mr. H. Chikhosi)

i ’ _____--_______  Secretary

I (Ms. C. Njobvu)

I
____________________------------------------------------- ______---__-----__----------- _____________^______--------------------------------------------------------

I I I
I Consultants and I I

Information -------------,  Peace Corps Volunteers --------------- Training/Supervision Financial Coordinator
Coordinator (AIDS Volunteer) Coordinator (vacant)
Jr G. Mekisini) (Agricultural Volunteer) (Mr. R. Mmanga) I

(Breastfeeding/Nutrition Volunteer) I I
(HIS/Supervision Consultant) I Admininistrative Assistant

_______________________^_____________ (Mr. Mkhata)

I I
HSA Supervisor HSA Supervisor
(Mr. M. Alifinali) (Mr. H. Kalavina)

I I
I I

__-____________---__-----------------
Seventeen HSAs

505 Village Health Volunteers


